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Operation
for acute
obstructive
cholecystitis
Indications
and contra-
indications
for operation
Cholecyst-
ectomy
Characters
and effects
 function of the wall reasserts itself with a consequent reduction of
tension, permitting the impacted stone to recede. It is customary,
therefore, in middle-aged subjects with resilient gall-bladder walls, no
vascular degeneration and but mild or moderately virulent infection,
for the organ to withstand the combined effects of tension and infection
and to weather the acute attack under expectant treatment. In some cases,
however, when the infection is partly anaerobic (Clostridiwn welchii)
and especially in elderly subjects, in whom, owing to vascular rigidity,
tension more readily compromises the vitality of the wall, necrosis, first
of the mucous membrane and then of the whole thickness of the wall,
leads to leakage and formation of subhepatic or subphrenic abscess.
It is necessary, therefore, to be watchful at the end of 48 hours, when
in the ordinary course of events symptoms should show a tendency to
relent and to subside, for signs of increasing toxaemia as evidenced
by continued distress, repeated vomiting, dry tongue, rising pulse-rate,
and increasing tenderness. Should these unfavourable features develop,
immediate operation under local anaesthesia, supplemented by gas and
oxygen, should be undertaken, the minimum being done which will
relieve symptoms and arrest danger to life. This consists in opening the
gall-bladder, evacuating the muco-purulent contents, and dislodging and
removing the impacted stone. No attempt should be made to remove
the gall-bladder unless it is gangrenous, when all devitalized portions
may be clipped away.
The policy of operating on all cases of acute obstructive cholecystitis
whenever diagnosed, although strongly advocated by many American
surgeons, should be deprecated; cholecystectomy in such circumstances
is often difficult and fraught with risk, and a drainage operation is but
palliative. When possible, as it is in more than 80 per cent of cases,
operation should be postponed until the acute phase is over, when the
accompanying hepatitis has subsided and removal of the diseased and
crippled gall-bladder may be deliberately and safely undertaken. An
interval of ten days to a fortnight should be allowed to elapse,
Operation in this subacute phase should consist of cholecystectomy.
After separation of the adherent omentum the thickened and distended
gall-bladder should be tapped with a large trocar and cannula. This
gives a freer exposure of its neck, round which there is often consider-
able oedema, rendering identification of the common bile-duct difficult.
In order to ensure that no damage is done to the duct or hepatic vessels,
it is often advisable to dissect back a cuff from the neck of the gall-
bladder after incision down to its submucous coat and to ligate the
cystic duct within this cuff. By this submucous approach to the cystic
duct a shield of tissue protects the important structures which are con-
cealed by oedema.
(2)—Pigment Gail-Stones
These are found most typically in acholuric jaundice. Usually small
and multiple they are black, irregularly spiculated, and cinder-like in

